Laryngological Section 69 duce, and by palpation. Dr. Ironside Bruce, who took the skiagramrs, said the pin was lying on the vertebral column in the retropharyngeal space. Dr. Ironside Bruce was confident of the accuracy of his localization of the pin, and owing to many praGtical difficulties, the X-ray screen was not used at the same time and during cesophagoscopy, though this method practised by Mr. Tilley was considered and repeatedly suggested. On the second occasion, Mr. Waterhouse and Mr. Waggett also examined, but we could not see or feel the pin. After the first examination the temperature was 990 F. for one night, and that was the only temperature he had. It had been decided to wait until there was a retropharyngeal abscess, or other symptoms; the boy was still under observation, and if anything occurred it should be recorded. He always used 10 per cent. cocaine with an equal quantity of 1 in 1,000 adrenalin in children, and 20 per cent. cocaine for adults, and in this case he made very free use of -it in swabbing the pharynx, base of the tongue, and epiglottis. The first skiagram showed the head of the pin to be at the upper border of the fifth cervical vertebra, which would correspond to the level of the arytenoids, but the pin seemed to have moved upwards since; the point now appeared to be at the level of the soft palate or second cervical vertebra. It was suggested by one of the dressers that a magnet should be used, but there was not one in the hospital, and the pin was of brass or similar metal.
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Deflection of the Posterior Part of the Nasal Septum.
By NORMAN PATTERSON, F.R.C.S. MALE, aged 191 . Patient came to Golden Square complaining of discharge into the back of the throat and other symptoms. Examination shows some displacenhent of the anterior edge of the quadrilateral cartilage to the left, together with a deflection of the main body of the septum to the left, and a spur on that side. The lower part of the right nasal cavity is abnormally roomy and widens out more and more as it approaches the choanal orifice. On anterior rhinoscopy an exceptionally extensive view is obtained of the nasopharynx and the adenoid tissue present there. Examination with the mirror shows a marked deflection to the left of the posterior edge of the vomer. It is attached in the middle line above, and here it is very broad; as it passes downwards it deviates markedly to the left and its lower extremity is slightly concealed by the posterior end of the left inferior turbinate, which projects beyond it. The posterior end of the right inferior turbinate is separated from the septum by a considerable interval. Further, the edge of the vomer appears to slope much more obliquely forwards than is normally the case, and this accounts to some extent for the posterior ends of the inferior turbinates, which are somewhat enlarged, being on a plane considerably behind that of the lower part of the septum. The soft palate hangs well forward and the pharyngeal isthmus is abnormally wide. The patient gives the history of small particles of food, especially bread, entering the nose and having to be expelled by sneezing or blowing the nose. The hard' palate, measured from its posterior edge to the incisor teeth, is more than 4 in. shorter than in other patients of about the same age and build. Antero-posterior measurements of the lower part of the septum give the same result.
On transillumination the antrum is dark on the right side, but puncture reveals no pus in the cavity. An X-ray photograph shows the antrum to be smaller on this side. It is not easy to make certain whether or not there is any asymmetry of the hard palate, but a cast is being made.
Other abnormalities presented by the patient are the absence of a lateral incisor on the left side and a very small one on the right. The uvula is bifid.
DISCUSSION.
Dr. DONELAN thought that these cases were not quite so rare as had been generally supposed. He did not at all agree with the reason for their rarity given in some of even our most recent text-books--namely, that the posterior portion of the septum was the first to be developed. We all knew now that this was not the case. The line of potential weakness during growth extended quite to the posterior border. One reason they had not been more frequently reported was probably that attention was much more given to the anterior portion of the septum, and that while it was true that deformities of the posterior portion occurred rather more frequently than used to be thought along the whole line of the supravomeral cartilage, these were rarely of sufficient importance to attract much attention unless they were so placed and of such a size as to call for operation. During the last six months he had operated on two cases, one at the age of 14 and the other at 20, in which the distortion on the left side extended through the posterior border. Both cases were apparently due to the co-existence of unusually large masses of adenoids.
Dr. DAN MCKENZIE said the whole subject had been worked out by Dr.
Brown-Kelly in a recent number of the Journal of Laryngology, but he did not know whether the author paid special attention to the sloping of the septum; he had noticed cases in which the septum sloped very far forward. He thought it was related to cleft palate, as there was an absence of a lateral incisor tooth on the left side.
Dr. JOBSON HORNE considered that the deviation of the posterior part of the septum in cases of abnormal development of the nose or the palate, or the antrum of Highmore, was more apparent than real. When the development of the antrum had been arrested the choana was wider on the affected side and the septum appeared to be deflected to the opposite side. The same applied to the wider choana seen in cases of cleft palate on the same side as the cleft.
Mr. NORMAN PATTERSON replied that the case was an extremely uncommon one; he had not seen anything like it previously. He agreed that one could frequently see the posterior end of a spur with the rhinoscopic mirror, but such differed from this case, where the whole septum was deflected to one side. He knew Dr. Brown-Kelly's work on the subject, but the patient's speech did not suggest any insufficiency of the soft palate. Had the condition been due to the extension of the spbenoidal sinus into the vomer the main deformity would have been above; here it was the lower part of the septum that showed the greatest deviation from the middle line.
Case of Laryngeal Neoplasm. By W. JOBSON HORNE, M.D. THE patient, a man, aged 46, had had an " irritable " nose all his life, and hay-fever and asthma for twenty-four years. Hoarseness developed with a " cold " ten or twelve weeks ago. Recently there had been some soreness referred to the right side of the larynx, and a little pain now and then passing up to the ear on that side.
The right half of the larynx was almost, if not quite, fixed; the neoplasm occupied the right vocal cord in the entire length; but so far as could be seen it had not crossed over to the left cord. The growth was irregular and sloughy. At the time of taking these notes (December 30, 1913 ) no glands were palpable in the neck.
The patient was one of a family of twenty-five, of whom twenty-two were living, and the eldest 56.
When the hoarseness developed the asthma ceased.
Dr. JOBSON HORNE supplemented the notes by adding that he had not received the report on the Wassermann test. The patient had been taking iodide of potassium and mercury since December 30.
